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PLEASE NOTE that Project ECHO® Care of the Elderly case recommendations do not create or 
otherwise establish a provider-patient relationship between any ECHO Care of the Elderly Hub 
team member/presenters and any patient whose case is being presented in a Project ECHO® 
setting. All resources are posted in the COP website, under Care of the Elderly Resources 
“Advanced Care Planning”. You must be logged in to view the resources. 
 
Case Synopsis:  
50-64 year-old female who was diagnosed with ALS 2 years ago. She has a current prognosis of 
less than 1 year. She is mentally capable to make medical decisions. Her family physician who 
she has known for many years had initial conversations about advanced care planning 6 years 
ago, prior to the diagnosis. At that time, she confirmed her SDM was her husband and that she 
had shared her values, wishes and goals with him. She made it clear that she did not want life-
sustaining treatment. Although the husband agreed to be her SDM, he does not feel he could 
confidently carry out her wishes and feels he would forever feel a sense of guilt.  

Questions:  

1. If the patient was unable to speak for herself at the time the husband had doubts of 
being her SDM what approach would you take?  

2. In this case, the patient's ACP was discussed 6 years prior and never had been 
reviewed with them. How often should we be reviewing ACP with patients and what 
is the best way to document this? 

Summary of Recommendations: 

 Given the legal right to Medical Assistance in Dying in Canada, it was said that this can 
possibly be incorporated into the broader discussion of goals of care with patients that 
have a progressive, terminal illness using a sensitive and person-centred approach 

 Consider scheduling a family meeting to discuss concerns and identify a solution that 

would work for everyone. Perhaps one or more of the children would assume the role of 
SDM or POA if they meet the legal age requirements and are available and willing 

 In the event that the husband is not willing to carry out the patient’s advanced care 
wishes, a bioethicist or a lawyer should be consulted to determine compliance and to 
initiate an application (e.g., Form G) with the Consent and Capacity Board 

 It was highlighted that in some cases, SDMs may not fully understand their role and 
responsibilities in ACP and, therefore, need education and guidance 

 Although there is no specific guideline for when to raise the topic of ACP, certain events 
may facilities a discussion such as a new diagnosis, an acute change in pre-existing 
condition, periodic health exam, a major life event (marriage in the family, birth of child)  

 ACP wishes and values may change or evolve during the course of an illness which 
requires ongoing discussions between the patient and their health care provider 


